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Analogous to the theory of damage and repair (which asserts that the surviving fraction of cells in a mutagen-treated population is proportional to the number of potentially lethal lesions that are not removed by any repair process) 5, the average number of deficits present in an individual is conceptualised as the product of the average intensity of the environmental stresses and the average recovery time 6. Therefore, it is thought that by minimising ‘hits’ (stresses) and maximising ‘post-hit recovery rates’ individuals will accumulate fewer and less severe deficits, thereby benefiting their life expectancy 6. 
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As complex and unpredictable as the journey towards longevity is, reaching a very old age without perishing is, in itself, a survival achievement. Very old persons who have accumulated health deficits over time but managed to survive are, indeed, tough and frail 15, and they may well say ”I may be frail but I ain’t no failure” 16. Some of these survivors were just ‘lucky’; many others had very adverse road conditions along their journeys, but drove with prudency and some of them had the advantage to drive high quality engines. Others drove basic quality machinery but they maintained it well. The end result of this life wisdom and resilience is frailty in old age (i.e. taking ‘hits’ without dying). Perhaps another metaphorical expression would be that they are the walking wounded of the battle of living. Because people who become frail have generally been prudent, we should make every effort to know their values and wishes when it comes to how we should deal with their disability and dependency, and respect their wishes even when they can no longer express them.

Frail older people are often excluded from clinical trials, so day-to-day treatment clinical decisions are commonly based on evidence extrapolated from more robust patient groups with fewer physiological deficits. Extrapolating existing evidence to the frail population may result in lack of effectiveness, and even harm. However, the emerging evidence base for the frail is not only about avoiding potentially harmful interventions, but also about proactively intervening. The most notable example of the latter is the Cochrane systematic review on Comprehensive Geriatric Assessment (CGA) for older adults admitted to hospital  ADDIN EN.CITE 17. This review showed that CGA (a multidimensional, interdisciplinary diagnostic process to determine the medical, psychological and functional capabilities of a frail elderly person in order to develop a co-ordinated and integrated plan for treatment and long-term follow up) increases a patient's likelihood of being alive and in their own home at up to 12 months. It is therefore of great importance to routinely identify (with routine frailty screening early during the hospital admission) those who will benefit the most from inpatient CGA  ADDIN EN.CITE 18. Routine screening for frailty, cognitive impairment and acute illness severity in hospitals may aid the development of acute care pathways for older adults  ADDIN EN.CITE ,. 

With a high degree of probability, there is presently no other area of Medicine where such an exciting evidence gap has emerged concerning a sizeable and growing sector of the population, with simultaneous potential to improve patient outcomes, reduce healthcare expenditure in ineffective (and potentially harmful) interventions, and help focus resources on new, proactive and effective models of specialist geriatric care. This complexity and double-edged evidence gathering demands an even greater degree of involvement at the individual patient level, which is diametrically opposed from a ‘nihilistic’ approach. As the evidence base for the frail unravels, we must ensure that we avoid purely negative stereotyping (i.e. it is just as wrong to be ‘frailist’ as it is to be ageist, racist or sexist). 





1.	Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty in elderly people. Lancet 2013; 381(9868): 752-62.2.	Rockwood K, Mitnitski A. Frailty in relation to the accumulation of deficits. The journals of gerontology Series A, Biological sciences and medical sciences 2007; 62(7): 722-7.3.	Searle SD, Mitnitski A, Gahbauer EA, Gill TM, Rockwood K. A standard procedure for creating a frailty index. BMC geriatrics 2008; 8: 24.4.	Romero-Ortuno R, Kenny RA. The frailty index in Europeans: association with age and mortality. Age and ageing 2012; 41(5): 684-9.5.	Haynes RH, Eckardt F, Kunz BA. The DNA damage-repair hypothesis in radiation biology: comparison with classical hit theory. The British journal of cancer Supplement 1984; 6: 81-90.6.	Mitnitski A, Song X, Rockwood K. Assessing biological aging: the origin of deficit accumulation. Biogerontology 2013.7.	McKeown T. The Role of Medicine: Dream, Mirage or Nemesis? Oxford, England: Basil Blackwell; 1979.8.	Wurfel MM. Genetic insights into sepsis: what have we learned and how will it help? Current pharmaceutical design 2008; 14(19): 1900-11.9.	Pearson-Fuhrhop KM, Burke E, Cramer SC. The influence of genetic factors on brain plasticity and recovery after neural injury. Current opinion in neurology 2012; 25(6): 682-8.10.	Rockwood K, Mitnitski A. Frailty defined by deficit accumulation and geriatric medicine defined by frailty. Clinics in geriatric medicine 2011; 27(1): 17-26.11.	Romero-Ortuno R, O'Shea D. Fitness and frailty: opposite ends of a challenging continuum! Will the end of age discrimination make frailty assessments an imperative? Age and ageing 2013; 42(3): 279-80.12.	Shi J, Yang Z, Song X, et al. Sex Differences in the Limit to Deficit Accumulation in Late Middle-Aged and Older Chinese People: Results From the Beijing Longitudinal Study of Aging. The journals of gerontology Series A, Biological sciences and medical sciences 2013.13.	Romero-Ortuno R. An alternative method for Frailty Index cut-off points to define frailty categories. European geriatric medicine 2013.14.	Mitnitski A, Song X, Skoog I, et al. Relative fitness and frailty of elderly men and women in developed countries and their relationship with mortality. Journal of the American Geriatrics Society 2005; 53(12): 2184-9.15.	O'Neill D. A piece of my mind. To live (and die) as an original. JAMA : the journal of the American Medical Association 2012; 308(7): 679-80.16.	Richardson S, Karunananthan S, Bergman H. I May Be Frail But I Ain’t No Failure. Canadian Geriatrics Journal 2011; 14(1): 24–8.17.	Ellis G, Gardner M, Tsiachristas A, et al. Comprehensive geriatric assessment for older adults admitted to hospital. The Cochrane database of systematic reviews 2017; 9: CD006211.18.	Wallis SJ, Wall J, Biram RW, Romero-Ortuno R. Association of the clinical frailty scale with hospital outcomes. QJM : monthly journal of the Association of Physicians 2015; 108(12): 943-9.19.	Romero-Ortuno R, Forsyth DR, Wilson KJ, et al. The Association of Geriatric Syndromes with Hospital Outcomes. Journal of hospital medicine 2017; 12(2): 83-9.20.	Romero-Ortuno R, Wallis S, Biram R, Keevil V. Clinical frailty adds to acute illness severity in predicting mortality in hospitalized older adults: An observational study. European journal of internal medicine 2016; 35: 24-34.
2.	Rockwood K, Mitnitski A. Frailty in relation to the accumulation of deficits. The journals of gerontology Series A, Biological sciences and medical sciences 2007; 62(7): 722-7.
3.	Searle SD, Mitnitski A, Gahbauer EA, Gill TM, Rockwood K. A standard procedure for creating a frailty index. BMC geriatrics 2008; 8: 24.
4.	Romero-Ortuno R, Kenny RA. The frailty index in Europeans: association with age and mortality. Age and ageing 2012; 41(5): 684-9.
5.	Haynes RH, Eckardt F, Kunz BA. The DNA damage-repair hypothesis in radiation biology: comparison with classical hit theory. The British journal of cancer Supplement 1984; 6: 81-90.
6.	Mitnitski A, Song X, Rockwood K. Assessing biological aging: the origin of deficit accumulation. Biogerontology 2013.
7.	McKeown T. The Role of Medicine: Dream, Mirage or Nemesis? Oxford, England: Basil Blackwell; 1979.
8.	Wurfel MM. Genetic insights into sepsis: what have we learned and how will it help? Current pharmaceutical design 2008; 14(19): 1900-11.
9.	Pearson-Fuhrhop KM, Burke E, Cramer SC. The influence of genetic factors on brain plasticity and recovery after neural injury. Current opinion in neurology 2012; 25(6): 682-8.
10.	Rockwood K, Mitnitski A. Frailty defined by deficit accumulation and geriatric medicine defined by frailty. Clinics in geriatric medicine 2011; 27(1): 17-26.
11.	Romero-Ortuno R, O'Shea D. Fitness and frailty: opposite ends of a challenging continuum! Will the end of age discrimination make frailty assessments an imperative? Age and ageing 2013; 42(3): 279-80.
12.	Shi J, Yang Z, Song X, et al. Sex Differences in the Limit to Deficit Accumulation in Late Middle-Aged and Older Chinese People: Results From the Beijing Longitudinal Study of Aging. The journals of gerontology Series A, Biological sciences and medical sciences 2013.
13.	Romero-Ortuno R. An alternative method for Frailty Index cut-off points to define frailty categories. European geriatric medicine 2013.
14.	Mitnitski A, Song X, Skoog I, et al. Relative fitness and frailty of elderly men and women in developed countries and their relationship with mortality. Journal of the American Geriatrics Society 2005; 53(12): 2184-9.
15.	O'Neill D. A piece of my mind. To live (and die) as an original. JAMA : the journal of the American Medical Association 2012; 308(7): 679-80.
16.	Richardson S, Karunananthan S, Bergman H. I May Be Frail But I Ain’t No Failure. Canadian Geriatrics Journal 2011; 14(1): 24–8.
17.	Ellis G, Gardner M, Tsiachristas A, et al. Comprehensive geriatric assessment for older adults admitted to hospital. The Cochrane database of systematic reviews 2017; 9: CD006211.
18.	Wallis SJ, Wall J, Biram RW, Romero-Ortuno R. Association of the clinical frailty scale with hospital outcomes. QJM : monthly journal of the Association of Physicians 2015; 108(12): 943-9.
19.	Romero-Ortuno R, Forsyth DR, Wilson KJ, et al. The Association of Geriatric Syndromes with Hospital Outcomes. Journal of hospital medicine 2017; 12(2): 83-9.
20.	Romero-Ortuno R, Wallis S, Biram R, Keevil V. Clinical frailty adds to acute illness severity in predicting mortality in hospitalized older adults: An observational study. European journal of internal medicine 2016; 35: 24-34.




1



